BACKGROUND

Mental illness is pervasive in the United States (US)
1 with up to one-third of primary care patients suffering from depression. 2 Mental illness significantly affects outcomes in patients with other chronic medical illnesses. [3] [4] [5] [6] [7] [8] [9] [10] The concept of patient complexity, which encompasses the influences of multiple chronic diseases, demographic factors, and psychosocial issues on disease outcomes, 11, 12 could prove helpful in understanding the interplay between co-occurring mental and medical illness. Although researchers have studied the deleterious effect of mental illness on medical illnesses, the experiences of providers and the clinical context in which they work to care for complex patients need further elucidation.
Mental illness is commonly treated in primary care: 43-60% of treatment for mental illness occurs in primary care and 17-20% in specialty mental health settings. [13] [14] [15] [16] Further, generalist providers prescribe over 70% of antidepressants. 17 Since primary care physicians manage the treatment of complex patients with both mental and medical illnesses, understanding their perspectives on the challenges and facilitators of their care is critical to improving clinical outcomes for these patients. Qualitative methods that explore the clinical experiences, attitudes, and values of primary care physicians can provide vital insights into the context of findings of poor outcomes in patients with cooccurring mental and physical illness. 18 Prior qualitative research has explored provider experiences with multimorbidity 19 and mental illness 20, 21 in primary care separately. However, to our knowledge, no previous qualitative studies have investigated provider experiences with complex patients with co-occurring mental and medical illness.
Through open-ended interviews with primary care general internists, we sought to advance the current understanding of specific factors that may complicate day-to-day primary care of complex patients with mental illness. This study was designed to examine physician perceptions of the patient, physician and system factors that affect the care of complex patients with mental and medical illness.
METHODS
Study Design, Setting, and Recruitment
In this qualitative study we conducted semi-structured indepth interviews. We limited our study to internal medicine physicians to increase consistency in their training background. We recruited 15 physicians from two university clinics and three community health clinics associated with the University of Colorado School of Medicine. The community health clinics are part of a safety net hospital network. After three initial pilot interviews, we invited participation by sending email notices to all physicians in the practices, including 34 and 28 physicians from the university and the community health clinics, respectively. We used systematic non-probabilistic sampling 22 to achieve an even distribution with respect to gender, years in practice, and type of practice.
Interviews
We developed an interview guide (Appendix) to explore physician experiences in the care of complex patients in general and, more specifically, complex patients with mental illness. Interview questions were refined with input from qualitative and health services researchers, interviewers, and physicians enrolled in initial pilot interviews. Interview questions addressed the following domains: patient factors, physician perceptions of competency, and healthcare system issues. 23 In order to facilitate this discussion, physicians were asked to bring de-identified notes from three patients they considered complex to refer to in the interview. Before the interview, we emailed providers the following definition of complexity:
A complex patient is defined as a person with two or more chronic conditions where each condition may influence the care of the other condition. This patient may have other factors such as age, race, gender and psychosocial issues that also influence the morbidity associated with their chronic conditions … The primary investigator (D.F.L.), a primary care physician, and another member of the research team, a communication doctoral candidate (C.C.), conducted the interviews July 2010 through December 2010. The one-onone interview format was selected to encourage participants to express their feelings candidly and preserve confidentiality. 24 Participants were not compensated. Interviews were conducted in a private space chosen by the participant and lasted approximately 60 minutes. They were digitally recorded, uploaded to a secure drive, and professionally transcribed. Participants did not review the transcripts. Saturation was achieved after ten interviews, so we completed the interview process after 15 interviews.
Analysis
Interview transcripts and a demographic survey were our primary data sources. Transcript files were entered into qualitative data analysis software (ATLAS.ti Scientific Software Development GmbH, Berlin, Germany). We used an inductive, participatory, team-based approach to explore patterns and themes related to the care of patients with mental illness within the interview data.
25-28 D.F.L. performed initial coding using an inductive coding approach. 25, 29 Codes were initially broadly categorized according to three domains of patient care explored in the interviews: patient, physician and healthcare system factors. 23 Then, two other team-members (I.A.B and E.A.B) independently coded two of the interviews. They worked with D.F.L. to resolve differences and create the final codebook. Other team members (C.C. and F.D.) reviewed a subset of transcripts and met with the PI and other coders to discuss emerging themes and discrepancies.
This study was approved by the Colorado Multiple Institutional Review Board.
RESULTS
Participant characteristics were balanced in terms of years in practice, practice site, and gender (Table 1) . Major themes emerged inductively within each of the three domains of patient care explored in the interviews. Physician and patient factors emerged in relationship to each other within the context of the clinical setting, which had a moderating effect on both the patient and physician factors. We developed a conceptual model to illustrate these interactions ( Fig. 1 ).
Patient Characteristics
Participants focused on major patient characteristics that increased complexity: 1) type of mental illness, 2) acuity of mental illness, and 3) communication styles. Physicians expressed greater comfort treating common diagnoses, such as depression and anxiety, than serious mental illnesses. They also repeatedly cited patients with personality disorders as the most difficult to treat.
I think we are great at prescribing anti-depressants and doing PHQ-9 type scores and addressing unipolar depression … diagnosing and treating other mental illness -anything bipolar or schizoaffective or schizophrenia … I think most internists feel out of their league in terms of doing those things reliably. (I-1)
Participants felt the acuity of the symptoms of mental illness was strongly related to the complicating effect of the mental illness on care of medical illness. Symptoms such as anxiety, paranoid ideation, and poor motivation were cited as interfering with effective delivery of care of medical illness and medication adherence.
I think if the mental health problem is active, then that makes treating all the other medical problems that much more difficult … They may have a paranoid ideation about medicines or about physicians. Or they may be depressed so it is too difficult for them to go to the pharmacy to pick up a new medicine. Or they may be so anxious that they can't deal with one more new problem. (I-5) Physicians also identified ways in which symptoms of mental illness affected patients' communication skills. Some internists described patients with confrontational styles that led to difficulties at all levels of care.
[A] patient of mine who has, I suspect, mild, untreated schizophrenia … Anytime she gets a call from the hospital, she ends up cussing them out and telling them to leave her alone … On top of that she has a condition that needs to be monitored periodically and if it is not monitored appropriately could be fatal. (I-4)
Others described frustration when they could not understand their patients' descriptions of symptoms. This physician felt that patient anxiety over their physical symptoms complicated medical decision-making.
I think everything gets magnified … For example, somebody who has heart failure and depression says I'm having chronic chest pain or I'm having palpitations or I'm having trouble breathing. So you wonder, my god, is it the heart failure? Is it COPD? They had a remote history of DVT in the 1970's, is In summary, emergent themes included the following: 1) diagnoses of mild depression and anxiety added less complexity than other types of mental illnesses, 2) active symptoms of mental illness were significant drivers of complexity, and 3) patients whose mental illness symptoms interfered with their ability to communicate effectively were particularly challenging to care for, especially within a complex healthcare system.
Physician Competency
Four primary themes emerged in terms of physician competency: 1) medical knowledge, 2) clinical experience in caring for patients with mental illness, 3) communication skills in managing challenging patient-physician interactions, and 4) difficulty managing emotional responses to patients.
Physicians uniformly discussed deficiencies in their training in the treatment of mental illness. Most physicians felt that in treating patients with mental illness they were often operating beyond their scope of their training. Physicians separated their level of knowledge in diagnosis and treatment of mental illness from their clinical skills. They felt more experience with patients during training was necessary to acquire the necessary skills to treat the types of mental illness they encountered in practice.
I think we learn a lot about diseases in medical school, but rarely do you connect that to what it is actually like to be a patient … you learn about schizophrenia and you learn about when people have hallucinations and you learn that they have auditory hallucinations, but that is so different than being in a room with somebody who is crying because the people [auditory hallucinations] won't leave her alone. (I-6) Some physicians felt that communication skills were more important than medical knowledge. They were interested in acquiring skills to improve their ability to managing challenging patient interactions.
I think more than learning that these are the mental illnesses and this is how you treat them … strategies for dealing with patients with mental illness … what are some ways that you are able to get information from them without having them go off on a tangent … [as well as] …. strategies for how to deal with patients with personality disorders or who are really anxious. (I-3)
Participants differed in their attitudes toward treating mental illness. Further, a tension between maintaining professionalism, in terms of the fundamental principle of the "primacy of patient welfare", 30 
(I)t's like … I wish this would really just be over so I could move on to something that's easier! And yet, the reality is that the whole rest of the system is dealing with them like that. And it is a human being who needs care and so I feel like I have to put in a double effort to be their advocate and make sure their mental illness doesn't prevent them from getting what they need. (I-4) A common, though not universal, theme was that general internists enjoyed treating challenging medical illness but they were not as interested in treating mental illness because it was not part of their professional identity. In summary, providers expressed a lack of confidence in both the medical knowledge and experience involved in treating mental illness. Some felt that improved communication skills would help more than increased knowledge. They had varying attitudes about treating mental illness and whether they wanted further training in this area. Further, physicians discussed the challenges of maintaining their professionalism when interacting with specific patients, particularly those with challenging communication styles.
Healthcare System Factors
Physicians' frustration with their lack of confidence in managing mental illness was accentuated by the clinical setting and overall healthcare system in which they worked. Physicians felt the clinical contexts in which they practiced negatively influenced their ability to care for these patients, specifically with: 1) lack of mental health resources 2) the separation of mental and physical health care, 3) clinic procedures, and 4) the US healthcare system as a whole.
Physicians at all clinical sites discussed barriers accessing mental health specialty care for their patients both with and without insurance. Providers also discussed the challenge of negotiating the complex payment systems in which mental health care is contracted to separate systems from medical health care.
[M]y patients who have the most psychosocial mental health complexity issues, a lot of them don't have the wherewithal to be able to handle everything once they leave. … If they don't have the wherewithal to take care of themselves, how are they going to have the wherewithal to make the phone call to take care of themselves? (I-2)
When consultation was available within their healthcare system, participants described difficulties in communicating with mental health specialists who often practiced in clinical settings separated from primary care by clinical location and electronic medical record system. Further, they described that patients often had to see mental health specialists in separate healthcare systems.
Many physicians stated that they would be able to manage complex patients more successfully if their clinics were restructured. For example, they felt that longer office visits would allow them to work through some of their communication challenges and manage the increased needs of complex patients. Only two of the providers described having existing mental health resources in their clinics. Almost all providers identified additional support from mental health specialists in their clinics as the primary change that could improve care for their patients. They did not feel that increased coordination with mental health specialist off-site would be as beneficial.
So co-location of mental health in primary care is clearly the answer. That would allow me … not to have to communicate through some HIPPA secure portal to a provider in another location … I could just walk down the hall and talk to somebody … (I-10) Physicians largely expressed dismay over the lack of resources for mental health in general and pessimism regarding the likelihood of receiving necessary support in the context of larger structural issues.
And I am talking about the system globally … access to care for mental health is different than our access to care for medical health. It's just preposterous. And it is really frustrating, because it really affects a lot of people. (I-8) A minority of participants expressed a level of acceptance of the current healthcare system with inadequate resources for mental health. Physicians with this perspective recognized the need for primary care physicians to learn to address the needs of their patients with mental illness.
Mental health: I think we are going to have to figure out how to take care of it within … the primary care part of the medical system … And we are really doing it by default already … Just with a lot of resistance and not a lot of confidence … (I-15)
In summary, physicians felt that treatment for patients with co-morbid mental and medical illness was adversely affected by poor access to mental health specialty care and a lack of ancillary support in clinics and procedures that limited time with patients. Physicians conceived of these local issues as the result of problems with the larger healthcare system in the US.
DISCUSSION
In this study we sought internal medicine physician experiences of clinical complexity in their patients with co-occurring medical and mental illness. Participants were in broad agreement regarding patient characteristics, weaknesses in their own competency, and system issues that contributed to complexity but differed in their attitudes toward treating mental illness. Provider reactions to different patient communication styles, lack of communication training for physicians, and clinical contexts that did not support effective communication contributed to the challenge of caring for complex patients. Physicians expressed a desire for greater onsite mental health support. However, their opinions split on whether internal medicine physicians should be trained to treat mental illness.
This study is the first study, to our knowledge, to use qualitative methods to examine physician experiences treating complex patients with co-occurring mental and physical illness. Previous studies have elucidated the role of patient attachment style 31 and physician characteristics 32 in the patient-physician relationship. Our study contributes to an understanding of how the fragmentation of care, emphasized in the Institute of Medicine report Crossing the Quality Chasm, 33 puts further strains on the patient-provider relationship. By asking physicians to bring and discuss patient notes, we were able to elicit unique observations on the role of the clinical context in communication challenges they face in their interactions with complex patients. Physicians expressed a sense of helplessness in trying to manage these interactions with very little training in communication skills and in the context of limited resources and time. Further, participants repeatedly described difficulties arising from fragmentation of care. They described great difficulty accessing medical records and discussing worrisome symptoms, such as suicidal ideation, because patients often had to seek specialty care for mental illness from providers in separate institutions. A strong sense of both isolation and frustration for physicians in trying to navigate this cumbersome system clearly emerged from the interviews.
Physician perceptions that mental illness increased the complexity of patient care in their patients with medical illness were not surprising given the many studies pointing to higher mortality rates, poorer clinical outcomes, and higher medical costs for medical illnesses in patients with co-occurring mental illness. 4, [6] [7] [8] [34] [35] [36] [37] Physicians in a qualitative study on multimorbidity in Britain briefly discussed the interaction between chronic mental and medical conditions. 19 However, by specifically examining experiences with patients with mental and physical illnesses, we were able to clarify which aspects of care for mental illness these internists found most difficult. Physicians pointed to the acuity of the mental illness or the presence of active symptoms as important factors complicating their ability to treat medical illness. In a qualitative study of Norwegian General Practitioners' experiences treating psychotic patients, physicians discussed difficulty in diagnosing the cause of the psychotic symptoms and initiating treatment for these patients, while they expressed satisfaction in providing care for patients with stable schizophrenia. 20 Given the lack of psychiatry in internal medicine core curriculum, physicians' perceived lack of both knowledge and skill in treating mental illness does not seem remarkable. American accreditation organizations currently do not require internal medicine training programs to include education in the diagnosis and treatment of mental illness. 38, 39 Nevertheless, physicians expressed a high level of comfort diagnosing and treating most patients with anxiety and depression. Their feelings of incompetency related primarily to patients with resistant anxiety and depression and serious mental illness; particularly bipolar disorder, schizophrenia, and personality disorders. In a qualitative study of Brazilian primary care physicians, participants in focus groups also expressed more comfort with treating depression as opposed to more serious mental illness such as psychosis. Like physicians in our study, they discussed learning theory in medical school but lacking needed experiential skills in the diagnosis and treatment of mental illness. 21 Although many physicians felt they were often required to practice outside of their scope of practice when treating complex patients with mental illness, they had differing opinions on whether they wanted increased training in this area. Some physicians preferred to focus on medical illness only, while others expressed a desire for further training to gain clinical competence in this area. Still others expressed a pragmatic attitude that general internists need to learn to treat mental illness due to the limited resources for specialty care. This practical approach is consistent with the current situation in the US, as many patients receive treatment for mental illness in primary care. [13] [14] [15] [16] Further, many patients prefer to receive treatment for mental illness in primary care. A large telephone survey in 2000, reported that the majority of patients, especially elderly patients, prefer treatment for mental illness in the primary care setting. 40 Even though many internists may not wish to treat mental illness, some patients' preferences for mental illness care in the primary care setting highlights the importance of clinical competency in this area of medicine.
Primary care physicians expressed great concern regarding limited access to specialty mental health care and difficulty negotiating the separate mental and medical health care systems. This distress was also noted in a qualitative study of Norwegian primary care physicians who reported frustration with limited mental health resources after-hours. 41 The lack of integration of mental and medical health care both financially and structurally has been implicated as a factor in the poor health outcomes and increased costs of care in complex patients with cooccurring illness. 42, 43 For this reason, the Institute of Medicine has recommended increased integration of services as fundamental to improving the quality of care for patients with co-occurring mental and medical illness. 44 Interestingly, providers in this study felt that co-location of specialty mental health providers would be more effective than increased coordination of care or access to consultation with off-site mental health specialists. However, collaborative care approaches which often use off-site psychiatry consultation, have proven effective in improving care for both depression and diabetes in primary care practices. 45, 46 The primary limitation of the study is its potentially limited generalizability, as all of the physicians were affiliated with a university in the Rocky Mountain region. Further the providers in this study were relatively young and most had been in practice for less than 10 years. Physicians working in smaller, private clinical settings might have patient populations with greater access to mental health care. Physicians in practice longer may develop greater skills for managing complex patient. However, the participants in this study worked in diverse settings including an academic medical center and urban, community health centers. These clinical sites were considered ideal for this study as they serve complex patient populations.
CONCLUSION
In this study of the management of complex patients with cooccurring mental and medical l illness, general internists pointed to specific patient characteristics, lack of training, and inadequate system resources for mental health care as factors that complicated the care of these patients. Since patient characteristics are relatively fixed, improvements in the quality of care should focus on improvements in physician training and in the systematic delivery of mental health care for complex patients. Increased integration of care offers one means of improving both physician training and the delivery of care for complex patients with mental illness.
